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Dedication

To my four sons, who have enriched my life by teaching me the meaning of love.

“In a world of changing opportunities, mothers can no longer afford to be treated as
selfless vehicles for nurturing and gratification of their offspring as advocated in the past,
nor should they agree to be scapegoated as the cause of all their children’s present and
future difficulties. If we are to grasp our own experience, I believe we women can no
longer be framed within a masculine model but must respond to the growing urge to take
ourselves seriously – by listening to our inner voices, and speaking out our own truths
and desires grounded in our unique ‘psycho-bio-social’ vicissitudes.”
-

Joan Raphael-Leff, 1993
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Abstract
There is a dearth of information about pregnancy related anxiety (PRA) in Latina women,
yet a growing body of literature demonstrates adverse birth outcomes for mother and infant due
to PRA. This study examined the association between acculturation, religiosity, and marianismo
with PRA in Latina women aged 18 and above. Further, parity and a Latina pregnant woman’s
relationship with her health care provider were examined. Acculturation was expected to be the
more robust factor with higher levels of PRA than religiosity or marianismo. It was also expected
that a higher quality relationship between the woman and her health care provider and
multiparity would correlate with lower scores of PRA.
Participants in this study (n = 53) were Hispanic, Chicano, Latino or had a Latin or
Spanish heritage, over the age of 18, pregnant at the time of the survey, English or Spanish
language speaking, and experienced varying parity (number of pregnancies), and English or
Spanish language speaking. Participants were recruited through email and asked to participate in
an online survey offered in either the English or Spanish language based on participant
preference.
A hierarchical regression assessed the contribution of acculturation, religiosity, and
marianismo on PRA. A t-test examined the impact of parity on PRA. A Pearson r was conducted
to examine the relationship between a pregnant Latina woman and her health care provider
associated with PRA. Results showed that acculturation accounted for 15.4% of the variance in
PRA and was the only statistically significant predictor of PRA. Lastly, results of how
participants described their perinatal experience produced five overarching themes: a) fear
associated with the health of the individual and baby, b) fear of exposure to COVID-19, c) worry
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about being able to adequately prepare the home for baby, d) anxiety associated with perinatal
pain, and e) fear and loneliness attending doctor’s visits independently.
The results of this study showed the presence of PRA amongst Latina pregnant women
with a larger amount of variance accounted for by acculturation when compared with religiosity
and marianismo. With these results in mind, culturally sensitive and timely assessments of Latina
pregnant women’s mental health should be considered early in the prenatal period. Implementing
early assessments may detect and reduce PRA symptoms and promote improved birth outcomes
for mother and babies through appropriate treatment.
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Chapter 1
Introduction
Statement of the Problem
Pregnancy related anxiety amongst women worldwide is rising and associates with
adverse birth outcomes for mother and infant (Goodman et al., 2014; Madhavanprabhakaran et
al., 2015). Because a pregnant woman provides the environment for a developing fetus,
psychological alterations or mental disorders may further affect the fetus (Huizink et al., 2004).
Research shows that preterm birth (PTB), low birth weight (LBW), and intrauterine growth
restriction (IUGR) are the leading causes of neonatal, infant, and childhood morbidity, mortality
and neurodevelopmental impairments and disabilities worldwide (Field, 2017; Grote et al., 2010;
March of Dimes, 1999 & 2000 editions; Swamy et al., 2008; Wilson-Costello et al., Friedman,
2005; World Health Organization [WHO], 1995).
PRA is a contextually tied state of anxiety characterized by pregnancy specific fears and
worries such as childbirth, well-being of the mother and baby, as well as impending motherhood
(Brunton et al., 2019). Additional fears include worry or distress about the developing child’s
health, changes in appearance, labor and birth, and future parenting concerns (Blackmore et al.,
2016). Specific factors and level of PRA vary from woman to woman and are thought to be
predictors of adverse birth outcomes (Madhavanprabhakaran et al., 2015). PRA is distinctly
different from general anxiety experienced during pregnancy. Although symptomology may
present similarly, underlying etiology is markedly different and may require suitable diagnoses
and treatment. Bayrampour et al (2016) suggested PRA may constitute a discrete entity that other
common mental health issues do not fully capture.
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Latinas are the largest and fastest growing ethnic group in the United States (Ennis et al.,
2011; Krogstad & Lopez, 2014) with the percentage of Latina women of childbearing age
predicted to increase by 92% by 2050. Moreover, Latina women comprise the largest minority
group in the United States with fertility rates 30–40% higher than any other ethnic group
(Hamilton et al., 2005; US Census Bureau 2011). Although limited, the available evidence
demonstrating that Latinas may experience high levels of PRA is noteworthy because of the
implications for poor birth outcomes (Ramos et al., 2019) with few known or understood
etiological factors.
Barcelona de Mendoza et al (2016) conducted a literature review on pregnancy anxiety
among Latina women that primarily focused on acculturative factors, and the results were mixed.
Three studies found no association (Campos et al., 2007, 2008; Engle et al., 1990): one study
found that higher acculturated women had lower PRA (Fleuriet & Sunil, 2014): and two studies
found that higher acculturation was associated with increased anxiety (Ruiz et al., 2012;
Zambrana et al., 1997). Many scholars have identified other culturally relevant factors associated
with PRA among Latina women, including religiosity, cultural values, socioeconomic stress,
perceived discrimination, attitude toward pregnancy, and comfort with one’s primary doctor
(Campos et al., 2008; Fleuriet & Sunil, 2014; Magaña & Clark, 1995). Researchers must keep in
mind that significant within-group variation can occur when conducting research, and the same
factors do not equally impact all Latinas (Campos et al., 2008).
Definition of Terms
Acculturation. Perez-Escamilla & Putnik (2007) stated that acculturation is a
multidirectional and multidimensional process encompassing behaviors, attitudes, norms, and
values of a new culture. The level of acculturation extends beyond language use and preference,
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may not be constant across dimensions, and may differ across settings (i.e., home, work, social).
The acculturation process of Latinos within the United States may involve giving up completely
their Latino heritage and totally assimilating into the European American mainstream culture
(i.e., the “melting pot” concept), retaining their Latino heritage at while also fully integrating into
the mainstream culture (i.e., becoming “integrated” or “bicultural”), retaining their Latino
heritage without attempting to integrate into the mainstream culture (i.e., becoming “separated”
or “segregated”), or losing their Latino heritage without seeking integration into the mainstream
society (i.e. become “invisible” or “marginalized”. Perez-Escamilla & Putnik, 2007).
Birth Attendant. The term birth attendant indicates a type of healthcare professional
present during birth and delivery of a newborn infant and includes a certified nurse midwife,
midwife/partera, obstetrician, family doctor, general practitioner, internist or other physicians
(Declercq et al., 2019). A partera is the Spanish word for midwife, referring to one who
specializes in childbirth who may or may not offer prenatal care (Ortiz, 2005).
Generalized Anxiety Disorder. The Diagnostic and Statistical Manual of Mental
Disorders (5th edition; DSM-5; American Psychiatric Association [APA] 2013) criteria for
general anxiety disorder includes excessive anxiety and worry (apprehensive expectation),
occurring more days than not for a minimum of 6 months about a number of events or activities
(such as work or school performance), difficulty controlling the worry, and an association with at
least three of the following symptoms: restlessness, easily fatigued, difficulty concentrating,
irritability, muscle tension or sleep disturbance (APA, 2013).
IUGR. IUGR is the rate of fetal growth below normal compared to the growth potential
of a specific infant as per the race and gender of the fetus (Sharma et al., 2016). IUGR has also
been described as a deviation from or a reduction in an expected fetal growth pattern and is
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usually the result of innate reduced growth potential or multiple adverse effects on the fetus
(Sharma et al., 2016). The term IUGR and small for gestational age (SGA) have been used
interchangeably in the medical literature with IUGR used as a clinical definition applying to
neonates born with clinical features of malnutrition and in-utero growth retardation, irrespective
of their birth weight percentile. The use of SGA relies on the cross-sectional evaluation (either
prenatal or postnatal), and the definition considers only the birth weight without any
consideration of the in-utero growth and physical characteristics at birth (Sharma et al., 2016;
Sharma et al., 2016).
Latina/Hispanic. Latinas are defined as women who trace their lineage to Latin America
or Spanish-speaking Latin-American countries (e.g., Cuba, Mexico, Puerto Rico, and South and
Central America) or cultures, and who self-identify as Latina or Hispanic regardless of race
(Humes et al., 2011; Kim & Dee 2017; Lopez et al., 2013). For the purposes of this study,
women who self-identify as either “Latina,” “Hispanic,” “Chicana,” or have origins in a LatinAmerican country were eligible for participation.
LBW and related terms. The WHO (2004) defines LBW as a birth weight of less than
2,500 g (up to and including 2499 g). LBW is further categorized into very low birth weight
(VLBW, <1500 g), and extremely low birth weight (ELBW, <1000 g: WHO, 2004).
Major Depressive Disorder. The DSM-5’s (APA, 2013) criteria for major depression
requires five or more symptoms to be present for at least 2 weeks with one symptom being
depressed mood or loss of interest or pleasure, and a marked change from previous functioning
with one symptom being depressed mood or loss of interest or pleasure. There is a specifier for
major depressive disorder with peripartum onset. This specifier can be applied to the current or -
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if full criteria are not met for a major depressive episode - most recent episode if the onset of
mood symptoms occurs during pregnancy or in the 4 weeks following delivery (APA, 2013).
Marianismo. The term marianismo originated from the work of political scientist Evelyn
Stevens (Evelyn & Pescatello,1973). Stevens intended to bring attention to both negative and
positive idealized beliefs regarding the expectation of Latina women’s subordinate position in
Latin America and to describe the culture’s idealized belief of Latina gender role expectations
(Castillo et al., 2010). Characteristics that comprise this construct include adherence to gender
specific behaviors representative of Latino culture (i.e., providing physical and emotional
support to the family, bearing and raising children, taking care of the house), familial
expectations (i.e., avoiding sexual shame, obeying the husband), and social relationships (i.e.,
being patient and forgiving of others, refraining from talking about controversial topics or being
critical of others: Castillo et al., 2010).
PRA. PRA is a distinct clinical entity with construct and discriminant validity
(Blackmore et al., 2016). PRA is defined as worry or distress particular to pregnancy, including
the developing child’s health, changes in appearance, labor and birth, future parenting concerns
(Blackmore et al., 2016).
PTB. PTB is when a baby is born too early, before 37 weeks of pregnancy have been
completed (Center for Disease Control and Prevention [CDC], 2016). It can be difficult to
separate the problems due to PTB from problems of LBW because many preterm babies also
have LBW. Furthermore, a preterm baby may also have LWB.
Religiosity. Religiosity refers to attitudinal dimensions such as belief in God, religious
orthodoxy, commitment to faith, and seeing one’s religion as a source of strength (Magana &
Clark, 1995).
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SGA. SGA fetuses or newborns are those smaller in size than normal for their gestational
age, most commonly defined as a weight below the 10th percentile for the gestational age
(Schlaudecker et al., 2017). A 1995 WHO expert committee originally developed this
classification, and the definition relies on a birthweight-for-gestational-age measure compared to
a gender-specific reference population (deOnis & Habicht, 1996; WHO, 1995).
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Chapter 2
Literature Review
Biopsychosocial Theory
Pregnancy is a meaningful event in a woman’s life signifying physical, emotional, and
social change often thought of as a happy or joyous time in her life. This experience is often

charged with personal and familial ideals, expectations, and fantasies typically equated with hope
and excitement. A substantial number of women experience pregnancy as a period of significant
biological, psychological, and social stress associated with untenable anxiety.
A biopsychosocial model emerged in a 1977 study by Engel who recognized the limits of
the biomedical model. Engel’s (1977) reflection caused him to question the premise directing
physicians to treat biological disease while excluding the relevance of psychosocial issues
considered to lie outside medicine’s responsibility and authority. Engel’s (1977) examination of
biologically based symptoms of diabetes mellitus in comparison with somatically based
symptoms of schizophrenia revealed similarities yet with noticeably differing etiologies. From
this comparison arose awareness that a broader spectrum of variables must be considered to
understand the determinants of diseases and arrive at rational treatments of healthcare (Engel,
1977).
Engel’s (1977) biopsychosocial model sought to acknowledge the patient in the larger
context, as part of a complex biosphere, where the patient’s internal schemas were connected in a
mutually influential interaction with dynamics and influences external to the patient (Buultjens et
al., 2013). An extension of this theory is seen in Ross et al.’s (2004) study which recognized that
the relationship between biological, psychological, and social factors must be wholly considered
when evaluating a pregnant woman’s health and well-being. Biological factors include both
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genetic and hormonal factors (Ross et al., 2004) which underlie the body’s reaction to external
forces, and in turn, disturb the organism’s homeostasis (St. Laurent et al., 2008) along with
genetic vulnerability determined by a personal or family history of anxiety and/or depression
(Wenzel & Stuart, 2011). Further, dramatic changes in hormone levels associated with
pregnancy, labor and delivery, and lactation impact neurochemical variability and their influence
on neurotransmitters associated with mood (Wenzel, 2011).
Psychological features incorporate a woman’s personal characteristics and include
generalized beliefs about one’s self (self-esteem), future (dispositional optimism), and perceived
ability to control important outcomes (mastery or perceived control: (Rini et al., 1999). Along
with personal characteristics, biological and nonbiological determinants of mood on symptoms
of depression and anxiety during pregnancy are considered (Ross et al., 2004). Determinants of
the social domain include relationship status, highest level of education achieved, household
income, unplanned pregnancy, stressful life events, relationship adjustment, and social support
(Ross et al., 2004). Several studies (Marmot & Wilkinson, 1999; Moser et al., 2003; Pattenden et
al., 1999) identified social inequality as a major determinant of inferior health outcomes.
Variables such as ethnic background and culture can influence the occurrence of events and
activities in one's life, the way in which events are interpreted and coped with; access to social
and personal resources; and the unique constellation of norms, demands, and opportunities in the
immediate social environment (Revenson, 1990; Rini et al., 1999; Szapocznik & Kurtines, 1993;
Taylor et al.,1997).
The biopsychosocial model, which the WHO adopted, can help clarify a woman’s healthrelated experience during the perinatal period (WHO, 2002). A broad range of variables that
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impact maternal and child health throughout the perinatal period can be examined including
biological, psychological, and social factors (WHO, 2002).
The Biopsychosocial Model Alongside the Womb Environment
The biopsychosocial model allows for a logical association to be made between the
mother’s psychological health and the infant’s health and well-being. Because a pregnant woman
provides the environment for a developing fetus, psychological alterations or mental disorders
may further affect the fetus (Huizink et al., 2004). Throughout the course of her pregnancy, a
woman may be confronted with psychological instability activating her worries and fears
inclusive of being able to carry the baby full term, doubts about delivering a viable healthy baby,
fear of not knowing what do at the time of delivery, and being able to mother her new baby
(Raphael-Leff, 1995). A woman’s psychological health correlates with adverse birth outcomes in
the mother and infant, (see Figure 1). The environment (the womb) in which the fetus develops
relies on the influences by the specific culture of its mother’s environment. The baby is subject
to a world through the impact of maternal biorhythms, hormonal influences, and her patterns of
movement, sleep, and intake, and, indirectly, through her activities (Raphael-Leff, 1995).
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Figure 1
PRA Model
Fear of giving birth

Fear of bearing a physically or
mentally handicapped child

PRA

Adverse
Birth
Outcomes

Concern about one’s own
appearance

A number of social variables that have been found to serve as risk or protective factors
influence the perinatal experience. Marmot & Wilkinson (1999) found strong evidence within
the maternal and child health domain to suggest an association between greater maternal social
complexities, (which likely correlate with subjective measures of stress), and deprivation and
LBW and SGA infants. Conversely, higher levels of social support, correlated with fewer
symptoms of depression and anxiety in a study of 2,052 Canadian mothers, such that
approximately 10% of depression in these mothers resulted from poor social support (Glazier et
al., 2004).
The biopsychosocial model provides a framework to examine the impact of acculturation,
marianismo, and religiosity on PRA in Latina women. A woman’s relationship with her prenatal
provider along with parity were also be included as possible moderating/mediating variables.
PRA vs. Generalized Anxiety Disorder
Over the years, research has focused on the marked changes in women’s emotional
reactions following delivery rather than on their psychological state during pregnancy (Levin,
1991). In addition, anxiety during pregnancy is often evaluated, assessed, and measured in
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concordance with criteria of general anxiety and may not adequately measure dimensions of
PRA. Indices of general anxiety have been used to predict birth outcomes and children’s
postnatal development of children (Allen et al., 1998). The symptoms identifiable with PRA may
be important predictors of future outcomes for mother and child which require accurate
assessment, diagnosis, and treatment.
A limited number of studies (Bayrampour et al., 2016; Brunton et al., 2019; Huizink et
al., 2004; Madhavanprabhakaran et al., 2015) are beginning to delineate distinct features
concerning anxiety experienced during pregnancy (i.e. general anxiety disorder, social anxiety
disorder, panic disorder) apart from anxiety specific to pregnancy (i.e. fear of childbirth,
newborn care, breastfeeding, parenting, relationship with partner) to establish PRA as an
identifiable clinical category.
Blackmore et al. (2016) drew attention to the occurrence of standardized measures
designed to assess symptoms of clinical anxiety. Standardized measures such as the Structured
Clinical Interview for DSM-IV (SCID), Penn State Worry Questionnaire (PSWQ), or Hospital
Anxiety and Depression Rating Scale (HADS) show a modest correlation with pregnancy related
symptoms (Blackmore et al., 2016). Further, Blackmore et al.’s (2016) findings emphasized that
PRA shows a different longitudinal course from clinical anxiety and has a predictive ability
linked to birth weight, gestational age at birth, and postnatal mood disturbance.
Prenatal Experience During Global Pandemic
Several studies (Baud et al., 2020; Chen et al., 2020; Liang & Acharya, 2020; Zaigham &
Andersson, 2020) have recently been published surrounding concern for the potential impact of
the Coronavirus disease (COVID-19) on a pregnant woman’s mental health. However, these
studies have not yet been properly evaluated (Thapa et al., 2020). Conditions such as extreme
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stress, emergency and conflict situations, and natural disasters (Thapa et al., 2020) have the
potential to increase a woman’s risk of maternal mental illness. These conditions, combined with
concerns regarding the unborn child’s wellbeing, and aggravated by unintended consequences of
COVID-19 preventative measures such as quarantine, physical distancing, home isolation,
remote consultation with healthcare professionals, and inability to obtain expected levels of
support and care prenatally (Thapa et al., 2020), may increase a woman’s risk for PRA during
the COVID-19 pandemic. Pregnant women are at an increased risk of developing mental health
problems such as depression, anxiety, and post-traumatic stress symptoms (Frey et al., 2020),
emphasizing a need for additional information regarding PRA in association with COVID-19
during this unprecedented time.
Adverse Birth Outcomes Associated with Prenatal Anxiety
A growing body of literature shows PRA is associated with adverse obstetric and birth
outcomes: socioemotional, physical and neuroendocrine development: as well as maternal health
and the relationship between the mother and infant. Research has identified that women who
experience psychological adversities during pregnancy show a trend towards suboptimal birth
outcomes including mortality and morbidity, shorter gestation, LBW, and prematurity (Grote et
al., 2010).
Obstetric Concerns and Birth Outcomes
Obstetric concerns for which PRA may be a risk factor include SGA at birth, LBW, and
PTB. In an early prospective study, Wadhwa et al. (1993) examined concern for problematic
obstetric outcome by evaluating prenatal stress, chronic stress, psychological and physical
symptoms, and PRA. Wadhwa et al. (1993) verified a correlation between PRA and SGA at
birth. A more recent study by Hoffman et al. (2016) indicated that maternal anxiety increases
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cortisol levels and these increases are strongly correlated with PTB, LBW, and other adverse
maternal-fetal-infant and child health outcomes.
A number of successive studies examining factors associated with PRA, reinforced
findings that PRA associates with PTB, SGA, and LBW (Catov et al., 2010; Hoffman et al.,
2016; Lobel, Cannella et al., 2008; Mancuso et al., 2004; Orr et al., 2007; Staneva et al., 2015).
Thus, it is particularly important to treat prental psychological distress, as the major causes of
perinatal, neonatal, and infant mortality in the United States as related to LBW and preterm
delivery (Berkowitz & Papiernik, 1993; Paneth, 1995; Rini et al., 1999; Staneva et al., 2015).
Adverse Socioemotional, Physical and Neurological Development in the Infant
Anhalt et al. (2007) stated that research and public policy initiatives underscore the need
for further investigation into the relationship between perinatal maternal stress and adjustment
and neurodevelopmental effects in children. Scholars have reported associations between
prenatal maternal anxiety and difficult infant temperament and attention regulation (Huizink, et
al., 2002), motor and mental delays in 8-month-old infants (Huizink et al., 2003), and mental
development and attentional processes in 2-year-old offspring (Brouwers et al., 2001). There is
evidence that prenatal and perinatal stress predicts offspring psychosocial characteristics well
into childhood (Anhalt et al., 2007).
Huizink et al. (2003) found that PRA is connected to reduced capabilities in sensoryperceptual acuities, discriminations, and the ability to respond to: early acquisition of “object
constancy” and memory, learning, and other problem-solving abilities: vocalizations and the
beginnings of verbal communication; and early evidence of the ability to form generalizations
and classifications detectable by 8 months of age. Bayrampour et al. (2016) pointed out that
children of mothers with anxiety during pregnancy are at an increased risk for impaired
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neuromotor development at 3 months of age (Buist et al., 2011; van Batenburg-Eddes et al.,
2009), slower hippocampal growth at 6 months (Qiu et al., 2013), temperamental problems
during infancy (Chong et al., 2016; Warnock et al., 2016), reduced adaptive immune response
(O'Connor et al., 2013) and development of asthma and allergies (Havland et al., 2013; TomfohrMadsen et al., 2016).
Maternal Psychological Health Concerns and Relationship with Infant
Cranley (1981) stated that the relationship between a mother and her infant emerges
during pregnancy and the physically developing fetus and psychological adjustments
accompanying the upcoming motherhood influence this bond between the mother and fetus. The
mother fetus interaction prepares the mother for parenthood. Research suggests that parenting
begins in pregnancy (Glover & Capron, 2017) and that stronger prenatal parenting, defined as the
extent to which women engage in behaviors that represent an affiliation and interaction with their
unborn child (Cranley, 1981; Handelzalts et al., 2018), has been found to be the most powerful
predictor of favorable health practices and positive adaptation in pregnancy (Cannella et al.,
2018; Handelzalts et al., 2018). Thus, prenatal parenting serves as a protective factor for
pregnant women guarding against prenatal stress/depressive symptoms in late pregnancy and the
postpartum period (Goecke et al., 2012).
The psychological well-being of the mother enables her capacity toward positive
affiliation with the infant. Alhusen et al. (2012) stated that the development of maternal fetal
bonding is crucial because it can positively influence maternal health practices, such as, the
mother’s thoughts and feelings toward her unborn baby (Foley, 2018), curiosity and interest in
fetal development (Pajulo et al., 2015), capacity to think of the baby’s experience, ability to
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imagine future situations with the baby (Slade et al., 2007), and adherence to prenatal care
(Alhusen, 2012) during pregnancy and thus, neonatal outcomes.
Moreover, research shows that mothers with anxiety show lack of pregnancy planning,
failure to attend prenatal classes, low marital satisfaction (Britton, 2008), and poor maternal
health behaviors (i.e., poor nutrition, alcohol use, smoking: Hirshfield-Becker et al., 2004; Lobel
et al., 1992). The implication is that prenatal stress influences infant birth outcomes emphasizing
the need for improved understanding of the role and mechanisms by which medical,
psychological, and social factors cause adverse birth outcomes (Wadhwa et al., 1993).
PRA Factors in Latinas
According to the March of Dimes Perinatal Data Center (2000) the percentage of Latina
women of childbearing age is projected to increase 92% by 2050. Barcelona de Mendoza et al.
(2016) conducted a prospective cohort study of Latina women in Proyecto Buena Salud, noting
that most prior studies on anxiety in pregnancy have been carried out among non-Latina women.
Engle et al. (1990) put forward that the reduction of prenatal anxiety among women of ethnic
minority groups may well depend on a better understanding of their culture and the impact of
acculturation on attitudes toward childbirth, provision of healthcare, fears about pregnancy and
childbirth, and sources of social support. Few studies consider psychological factors such as
religiosity, marianismo, and the relationship between the woman and her prenatal provider
associated with PRA. Gres-Smith et al., (2013) respectfully recognize that little is known about a
Latina woman’s individual, familial, and cultural characteristics which, undoubtedly, shape
expectations about her prenatal experience.
Examining these personal and contextual qualities is critical to understanding the various
factors that influence a woman’s prenatal expectations (Gress-Smith et al., 2013). In the
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conclusion of their study on perinatal depression Lara-Cinisomo et al. (2018) stated that future
studies should include anxiety to clarify associations, if any, with cultural orientation (i.e., degree
of acculturation, Marianismo, and religiosity) in perinatal Latinas. These factors are indicative of
the biopsychosocial model and provide a frame for the consideration of acculturation, religiosity,
and marianismo along with parity and a woman’s relationship with her doctor correlated with
PRA.
Acculturation
Barcelona de Mendoza et al.’s (2016) study noted that cultural changes due to
acculturation may influence psychological health. Latina women living in the United States
and/or Latina immigrants face stressors related to English language acquisition, adaptation to a
new culture, customs and food (Cervantes et al., 2013; Flores et al., 2008), and may also be
experience discrimination and difficulty finding housing (Concha et al., 2013; Umaña-Taylor &
Updegraff, 2007). Additional factors identified as underlying prenatal anxiety include lack of
adequate prenatal information and prenatal care in a clinical setting, less education, expectations
about labor and delivery, and difficulty communicating with medical personnel (Lubin et al.,
1975 as cited in Engle et al., 1990; Perez, 1982). It is conceivable that many Latina women
living or born in the United States and Latina women who have immigrated to the United States
have the above mentioned thoughts, feelings, and experiences that underlie worries and fears
experienced during pregnancy, thus amplifying PRA.
To my knowledge, a few studies (Barcelona de Mendoza et al., 2016; Engle et al., 1990;
Preciado & D’Anna-Hernandez, 2017) have evaluated the impact of acculturation in association
with PRA: however, the results have been inconsistent. Some studies have found significant
relationships between acculturation and maternal distress in pregnancy. Preciado and D’Anna-
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Hernandez’s (2017) study of 151 Latina participants (50 born in the United States, 101 born in
Mexico) discovered that acculturative stress was a unique predictor of maternal anxiety
symptoms; specifically, anxiety symptoms early in pregnancy. Acculturative stress is a slightly
different construct from anxiety experienced due to acculturation. Preciado and D’AnnaHernandez (2017) explained that native cultural and psychological qualities originating from
one’s country of origin and lived out in the new host country may or may not be harmonious
with the customs, values, or beliefs of the host country. Incompatibilities between these two
cultures’ characteristics may be associated with anxiety experienced during the process of
acculturation thus classified as a stressor impacting mental health (Berry, 2003, as cited in
Preciado & D’Anna-Hernandez, 2017). Furthermore, the acculturative stress impacting mental
health affects emotional well-being contributing to psychological afflictions during the prenatal
period (Acevedo, 2000, as cited in Preciado & D’Anna-Hernandez, 2017), and as such, higher
levels of acculturative stress were found to be a predictor of prenatal anxiety (Preciado &
D’Anna-Hernandez, 2017).
In contrast, Engle et al.’s (1990) study including 291 Latina participants (279 born in
Mexico) found that acculturation was not directly associated with prenatal or postnatal anxiety,
although it correlated with greater assertiveness and desire for control during labor and delivery.
Interestingly, women with bicultural levels of psychosocial acculturation had lower trait anxiety
scores in early pregnancy than women who were less acculturated to the host society (Barcelona
de Mendoza et al., 2016). Preciado and D’Anna-Hernandez (2017) speculated that women may
feel anxious during pregnancy when caught between the customs, values, and beliefs of their
native culture and the mainstream culture they will raise their child in. The paucity of research
considering acculturation in association with PRA in Latina women combined with divergent
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results from the small number of studies available, indicate a need for further research in this
area. Additional research is needed to collect and compare information regarding pregnancy and
childbirth anxiety across cultures within the United States to improve the delivery of prenatal and
intrapartum care (Engle et al., 1990).
Religiosity
Research related to psychological health and religious faith has shown many individuals
lean on their spiritual beliefs as a coping strategy during stressful periods of their life (Cowchock
et al., 2011; Magaña & Clark, 1995; Mann et al., 2008; Seth et al., 2011). A connection to one’s
higher power or belief in a divine being may provide hope and a source of comfort especially
during times of distress. Magaña & Clark (1995) considered the religiosity and spirituality of
many Latinas–a key factor in their culture–which may protect them and their infants through the
pre and antenatal phases of life.
Religiosity is one specific aspect of Latino culture that has associated with better health
outcomes (Magaña & Clark, 1995). Religiosity is viewed as an attitude and a belief in God,
commitment to a faith, and seeing one’s religion as a source of strength (Magaña & Clark, 1995).
Religious beliefs are significant positive influences on psychological distress due to pregnancy
loss (Cowchock et al., 2011). Keefe et al.’s (2016) study, which included 30 participants (19
African American and 11 Latinas) found that mothers with faith and spiritual beliefs felt
supported by their faith communities and experienced peace, calmness, and reduced stress by
accepting God’s guidance. The latter two studies focused on unexpected termination of a wanted
pregnancy and postpartum depression, respectively and are relevant in demonstrating how Latina
women may lean on their religion or faith by attending church services and engaging in prayer
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(Cowchock et al., 2011) to help them think and act differently, develop new perspectives, make
changes in their relationships, and develop empathy for others (Keefe et al., 2016).
Magaña & Clark (1995) explained that one religious symbol uniquely central to
Mexicans and Mexican Americans is the Virgin of Guadalupe. They suggested that Mexican
women are devoted so greatly to this figure that any exploration of Latinos’ religiosity must
consider her influence. Positive attitudes of many Mexican American women toward their
pregnancies seem strongly tied to this one religious image (Bilbija & Rodriguez, 1995). A
conceptualized view suggests the Virgin of Guadalupe expresses a Mexican American woman’s
values of being female, a mother, and brown-skinned; that her image compensates when a Latina
feels lacking in her abilities as a woman, partner, and mother, and she can petition the Virgin for
strength, endurance, patience, or compassion (Bilbija & Rodriquez, 1995). Magña & Clark
(1995) stated that careful examination of the religious or spiritual dimension of culture in
Mexican American subgroups is necessary along with a better understanding of nonconventional
prenatal care which may be as good or better then medical checkups for ensuring safe deliveries
and healthy babies.
Marianismo
Latina women have been described as adhering strongly to family values which are
closely related to marianismo, a construct that sets forth gender-specific role expectations
regarding the centrality of motherhood and childcare in the lives of Hispanic women (Castillo et
al., 2010). Marianismo emphasizes the role of women as family- and home-centered; it
encourages passivity, self-sacrifice, and chastity (Gil & Vazquez, 2014; Niemann, 2004).
Historically, marianismo is rooted in Christian values brought to Latin America during
colonization, which defined women as nurturing figures and spiritual pillars of the family; it is a
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construction of the expected female gender roles based on the Virgin Mary (Gil & Vazquez,
1996; Niemann, 2004). Although the values espoused by the marianismo ideal may be
considered controversial or in conflict with modern ideas regarding women’s rights, the
construct has nevertheless been shown to be valid in research and useful for predicting certain
outcomes (Castillo et al., 2010), such as PRA.
Findings regarding the influence of marianismo are inconsistent in predicting mental
health concerns and often associated with only perinatal depression in pregnant Latina women.
Nuñez et al. (2016) examined the association of marianismo with negative cognitive-emotional
factors such as depression symptoms, cynical hostility, and trait anxiety and anger in a crosssectional cohort study of 16,415 Hispanics (54.41% female) aged 18-74. Participants were drawn
from the Hispanic Community Health Study/Study of Latinos (HCHS/SOL) and comprised of
Hispanics of Central American, Cuban, Dominican, Mexican, Puerto Rican, South American,
and Hispanic backgrounds (Nunez et al., 2016). Results found that specific components of
traditional gender roles associated with higher levels of negative cognitions and emotions and
correlated with higher levels of depression, anxiety, and anger (Nunez et al., 2016). These
findings are not intended to perpetuate stereotypes; rather, they shed light on the mental health
impact of traditional gender roles among this population and enhance our understanding of the
importance of gender role socialization in the context of Latina’s psychological health indicators
(Nunez et al., 2016).
Varying degrees of adherence with Marianismo in pregnancy have demonstrated a
moderating effect on women’s mental health, suggesting that the perinatal period should be an
important factor in understanding observed associations (Albuja et al., 2017). For example,
Gress-Smith et al. (2013), found marianismo to be protective in pregnancy, while Lara-Cinisomo
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et al. (2018) showed it had negative consequences postpartum. These findings highlight the
importance of studying marianismo in pregnancy and post-delivery because it may differ during
these two periods, ultimately having differential effects on perinatal depression (Lara-Cinisomo
et al., 2018), and likely PRA.
Latina Women and Prenatal Healthcare
The prenatal care period provides an opportunity for women to receive preventive
services, education, nutritional support, and other social services to improve pregnancy outcomes
(Lindsay et al., 2017) although racial and ethnic disparities exist in access and use of prenatal
care. Federal efforts encouraging women to seek prenatal care have had some success in
increasing first trimester prenatal care in the general population however, nationally and along
the United States border, about 69% of Hispanic women had first trimester prenatal care in 2012,
compared to 79% of white, non-Hispanic women (U.S. Department of Health and Human
Services, Health Resources and Services Administration, Maternal and Child Health Bureau,
2015). Thus, Latinas are less likely than non-Hispanic Whites to receive early and adequate
prenatal care, which is a concern because prenatal care is a critical moment for detecting,
preventing, and/or treating diseases (Wasserman et al., 2007). To understand differences in
prenatal care participation amongst Latina women, Novick (2009) stated that some women of
ethnic minority have reported dissatisfaction with prenatal care related to cultural stereotyping.
Undocumented Mexican American women may be illegal immigrants and fear detection if they
present to clinics; some may lack access to transportation; and some may feel that pregnancy,
being a natural part of life, requires no special healthcare as long as the woman feels healthy
(Lipson & Dibble, 2005).
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Curandera-parteras. It is important to consider cultural and traditional influences of a
Latina’s attitudes, beliefs, and values about seeking prenatal care and to understand the
relationship between her and her healthcare provider. At the same time, care should be taken not
to assume homogeneity of any cultural group, as health practices can vary widely within each
culture (Fleuriet, 2009). Curandero/a comes from the Spanish verb curar, which means “to heal”
and the partera specializes in childbirth, although she may or may not offer prenatal care (Ortiz,
2005).
Historically, curandera-parteras (traditional Hispanic midwives) were the primary
maternity caregivers (Ortiz, 2005) and were popular within their communities. It was common
for the curandera-partera to be a relative or family friend who often shared the same vocabulary,
values, and sociocultural background (Ortiz, 2005) allowing for ease of communication. It has
been suggested that this connection increased the trust between the pregnant woman and her
curandera-partera (Rebolledo & Marquez, 2000), thus reducing mental stress during birth and
delivery. Moreover, a partera from within the community relieved concerns regarding
accessibility of doctors to provide adequate care due to distance and prohibitive health care costs
(Ortiz, 2005).
Midwives’ or parteras’ practices may combine spirituality with medicine in an effort to
capitalize on the patient’s faith and belief system (Ortiz, 2005). Culturally specific practices of
the midwife/partera include prayers, statues of saints, other religious symbols, or spiritual beliefs
to assist with care, relieve the woman’s pain and suffering, and contribute to better labor (Ortiz,
2005). Murray de Lopez (2015) reported three different types of parteras: the indigenous partera
(who performs and enforces traditional practices), the empirical partera (the most common type
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of partera and one associated with science-based modern practices), and the professional partera
(who attends births at home or in a casa de partos and performs caesarean sections).
Relationship Between Pregnant Latina Women and Their Prenatal Healthcare Provider
Currently, there is a paucity of research considering the relationship between a pregnant
woman and her prenatal healthcare provider. It is important to understand the relationship
between pregnant Latina women and their healthcare providers for the design of efficacious
prenatal education and counseling (Lindsay et al., 2017) to reduce stigma surrounding emotional
distress during pregnancy (Lara et al., 2010), and to empower Latina women to increase helpseeking behaviors (Munoz et al., 2007).
Lindsay et al. (2017) interviewed 23 pregnant Latina women, and explored the risk of
pregnancy-related disease (e.g., gestational weight gain, [GWG]) with respect to patient-provider
communication during pregnancy. This aim is distinctly different from other studies focused on
capturing PRA information, yet reveals helpful subjective information collected during face-toface interviews which illustrate Latina women’s views regarding their medical provider or birth
attendant. Results produced three notable themes related to patient-provider communication and
advice about GWG: (a) women received limited advice from their primary healthcare provider
about GWG, (b) women received very limited to no advice from their primary healthcare
providers about being physically active during pregnancy, and (c) women relying on interpreters
felt this to be a barrier to their communication with their primary healthcare providers and kept
them from engaging in more communication (Lindsay et al., 2017). The authors point out that
these findings suggest the importance of integrating communication and counseling into prenatal
care services to meet the needs of low-income, minority Latina women (Lindsay et al., 2017).
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In a former and revealing study, Engle et al. (1990) examined psychosocial factors and
participants’ preferences of health care provider related to prenatal and postnatal anxiety in 291
primiparous Mexican women. Amongst the psychosocial factors considered, the researchers
asked participants, what characteristics of providers do Latina women generally value in their
healthcare provider and whether there are any specific characteristics highly anxious women
particularly value in their provider (Engle et al., 1990). Outcomes from this study showed that
the most important quality of both doctors and nurses were that they “explain what is happening”
(mentioned as very important by 90% of the women), “know a lot about medicine” (very
important for 89%), be “understanding and sympathetic” (very important for 76%), “be friendly”
(very important for 73%), and “be polite” (very important for 63%: Engle et al., 1990).
Demographic characteristics of providers, such as age, sex, and being Latino, were generally not
at all important, although 63% of the women considered speaking Spanish as being very
important (Engle et al., 1990).
Parity
Logical reasoning suggests women who have never given birth (i.e., nulliparous women)
would be more anxious than women who have had previous children (i.e., parous women;
(Wenzel, 2010), but results are also mixed in this regard. Rouhe et al., (2009) stated that “parity
influences the contents of fear,” noting that “nulliparous women fear the unknown, pain, and loss
of control…” and “parous women[‘s] fear arises from negative previous experiences” (p. 67).
While Rouhe et al. (2009) found higher levels of fear of childbirth in nulliparous women than in
parous women, they pointed out that it is not yet known how fear varies during a specific
pregnancy; for example, if in some women it decreases and in others it increases with advancing
pregnancy.
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In a study of 372 ethnically and racially diverse women, parity more strongly associated
with PRA at mid-gestation with higher levels of PRA in first-time mothers than experienced
mothers (Blackmore et al., 2016). Teixeira et al. (2009) found multiparity as another potential
contributor to anxiety in pregnancy. Further research is needed to examine how and whether
specific pregnancy-related fears and worries differ across one’s number of pregnancies, and
which are genuinely transient (Buist et al., 2011), with an emphasis on understanding these
factors among Latina women.
COVID-19
COVID-19 is a global public-health emergency and a novel, highly contagious
pneumonia caused by the severe acute respiratory syndrome coronavirus 2 (SARS-Co V-2;
(Masjoudi et al., 2020). The available data about COVID-19’s effects on pregnancy and its
probable implications seems to be insufficient (Tuite et al., 2020).
The social distancing program and fear of becoming ill with COVID-19 may lead to
social isolation and disconnection which can cause sadness, concerns, fear, anger, irritation, and
frustration (Ren et al., 2020). Conceptually, these factors may generate elevated levels of PRA.
In an empirical review, studies have shown that clinical signs, laboratory results, and
radiographic criteria in pregnant women with COVID-19 are similar to other affected adults, but
the risk of pregnant women developing COVID-19 is high due to their weakened and suppressed
immune system during pregnancy, which increases the possibility of pregnancy complications
and newborn infection (Breslin et al., 2020). These factors have led to anxiety and stress in
pregnant women and their families (Fakari & Simbar, 2020).
Exploring the impact of COVID-19 on PRA is beyond the scope of this study; however,
keeping in mind the aforementioned stressors and anxiety that may arise in pregnant women due
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to the pandemic, I included a qualitative question in this study to gain insight into a woman’s
subjective experience of being pregnant during a global pandemic.
The Present Study
While research continues to examine mood disorders during the perinatal and postpartum
periods, very few examine PRA as a distinct syndrome. Indices of general anxiety have been
used to predict birth outcomes and children’s postnatal development of children (Allen et al.
1998; Dorn et al., 1993; Istvan, 1986; McCool et al., 1994). These scales have not been designed
to assess anxieties and worries related specifically to pregnancy (Huizink et al., 2004) which
some researchers believe should be treated as a distinct diagnostic category, as has been
explained earlier.
Further, research has focused on the marked changes in women’s emotional reactions
following delivery rather than on their psychological state during pregnancy (Dawson et al.,
2000; Glasheen et al., 2010; Kendell et al., 1987; McMahon et al., 2001; Matthey et al., 2003;
Nicol-Harper et al., 2007). It is important to note that the best predictor of postnatal anxiety and
depression is prenatal anxiety (Engle et al., 1990). This fact poses the question of whether
treating prenatal anxiety may reduce or prevent postnatal anxiety in the mother, as well as
prevent developmental delays in the infant. More focused research on prenatal anxiety will help
answer this question and create opportunities for preventive intervention by treating prenatal
anxiety.
Studies that contribute to anxiety, however, have been investigated less often, particularly
for non-Anglo, ethnically distinct women such as Latinas (Engle et al., 1990). Factors associated
with prenatal anxiety use White or heterogenous samples and include factors such as stress,
social support (Norbeck & Tilden, 1983), somatic symptoms (Lubin et al., 1975), adequate
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information (Lunenfeld et al.,1984), and education (Glazer, 1980; Lubin et al., 1975). Studies
examining PRA in Latinas are scarce. Barcelona de Mendoza et al. (2016) noted in their review
literature review on PRA in Latinas that only six papers had researched the relationship between
acculturation and anxiety in pregnancy (yielding inconsistent findings) and three showed no
association (Campos et al., 2007, Campos et al., 2008; Engle et al., 1990). None of the studies
examined change in anxiety over the course of pregnancy, only one used a bi-dimensional scale
to measure acculturation, and all of these studies were limited to Mexicans or Mexican
Americans as the primary Hispanic subgroup (Barcelona de Mendoza et al., 2016).
Further, a systematic review of acculturation, religiosity, and marianismo factors in
Latina women produced 10 relevant articles yielding results associated with depression (LaraCinisomo et al., 2018) and even fewer with PRA. This is an important research gap considering
the potential benefit from understanding the causes of, preventive factors related to, and
therapeutic options for prenatal anxiety. The majority of the research emphasizing pregnancyspecific anxiety factors among Latina women are over 30 years old indicating a need for current
information and establishing grounds for this study.
The biopsychosocial model provides a frame to consider the interaction of biological and
psychosocial variables simultaneously and their impact on PRA in Latina women and her
fetuses. As stated earlier, many social and cultural factors relevant to prenatal anxiety are unique
to Latina women and may not be relevant in studies of other populations. For these reasons this
study investigated the presence of PRA amongst Latina women aged 18 and up and examined
the correlation of the following culturally relevant factors: acculturation, marianismo, and
religiosity, as well as the number of pregnancies and the quality of the relationship between
women and their health care providers and/or birth attendants (see Figure 2).
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Figure 2
PRA in Latina Women Ages 18 and Up

Acculturation

Religiosity

Marianismo

PRA

Relationship with Health
Care Provider and/or
Midwife (partera)

Parity

Research Questions
Research Question 1: Of acculturation, religiosity, and marianismo, which factor predicts
the greatest variance in PRA in Latina pregnant women aged 18 and up?
Hypothesis 1: Acculturation will account for the most variance in PRA.
Research Question 2: What is the relationship between the number of pregnancies and
PRA in Latina women ages 18 and up?
Hypothesis 2: A higher number of pregnancies is likely to be associated with lower levels
of PRA.
Research Question 3: What is the relationship Latina women have with their healthcare
provider and PRA in Latina women ages 18 and up?
Hypothesis 3: A higher quality of relationship between a woman and her healthcare
provider and/or birth attendant will correlate with lower scores of PRA.
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Supplemental Qualitative Research Question
Research Question 4: What are the experiences and feelings that Latina women have
about their pregnancy during the COVID-19 pandemic?
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Chapter 3
Method
Study Design
I employed a quantitative cross-sectional approach in this study to investigate the
presence of PRA and associated factors among Latina women aged 18 and up. This design
enabled me to investigate how much variance in PRA was accounted for by acculturation,
marianismo, and religiosity. In addition, the study’s design allowed me to further understand the
association between a Latina woman’s prenatal anxiety and her relationship with her primary
care provider and/or midwife (partera) as well as the relationship between parity and prenatal
anxiety.
I used a single open-ended qualitative question to gain an understanding of a woman’s
perinatal experience during COVID-19. This question was optional, positioned at the beginning
of the survey, and allowed participants to enter their comments in a text box. I included the
qualitative question in hopes of learning about the common meaning of the participants’ lived
experience pertaining to a particular concept or a phenomenon (Creswell & Poth, 2018), and
more specifically, being pregnant during COVID-19. Ideologically, phenomenologists focus on
describing what all participants have in common as they experience a phenomenon with the
intention of concentrating on the essence of the universal human experience (Creswell & Poth,
2018). Therefore, I applied a phenomenological approach to examine women’s perinatal
experiences in light of COVID-19 and the impact on PRA (Van Manen, 2016).
Participants
Table 1 provides descriptive statistics. It should be noted that the descriptive data is based
on the number of participants who completed the demographic items (n = 60). The data analysis
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information had seven incomplete surveys and is based on 53 participants. Participants included
in the study identified as Hispanic, Latino, or of Spanish origin (n = 60, 100%). A large part of
the sample identified as second generation (n = 24, 40%) Hispanic, Latino, or Spanish with a
smaller percentage (n = 13, 21.7%) identifying as third generation. 51% of the sample was
pregnant for the first time. 58.3% of participants were in their second trimester of pregnancy, and
31.7% were in their first trimester of pregnancy. Many of the participants (n = 28, 46.7%)
reported seeking an Obstetrician Gynecologist (ObGyn) for their prenatal care and nine
participants (n = 15%) reported seeking a certified professional midwife.
Participants were eligible to participate in this study if they met all of the following
criteria:
a) currently pregnant
b) identify as Latina, Hispanic, and/or Chicana
c) over the age of 18
d) proficient in English or Spanish language
e) no previous or current diagnoses of a severe mental illness (i.e., personality disorders,
bipolar disorder, schizophrenia or substance use)
To ensure eligibility criteria were met, the online survey was designed to conclude should
a participant select a disqualifying choice. It is possible that a portion of the participants did not
meet full criteria as the eligibility question regarding their age prompted participants to select
one of the following choices, 18-24, 25-34, 35-49, 49+, and left out an option indicating whether
the participant was younger than 18 years of age.
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Table 1
Descriptive Statistics for Demographics
Variable
Weeks Pregnant

Relationship Status

Highest Level of
Education

first trimester (8-12 weeks)
second trimester (13-24 weeks)
25-38+ weeks (25-38+ weeks)

Frequency
19
35
6

single, never married
married or domestic partnership
divorced

16
43
1

26.7
71.7
1.7

12th grade or less

3

5

high school graduate or GED
college graduate (BA or BS)
some college/AA degree/technical
school training

11
14

18.3
23.3

16

26.7

9

15

7

11.7

9
18
23
4
2
3
1

15
30
38.3
6.7
3.3
5
1.7

3
2
18
21
3
2
10
1

5
3.3
30
35
5
3.3
16.6
1.6

graduate school degree: Master's or
Doctorate Degree
professional degree
Household Income

Religious Affiliation

$5,000 - $19,000
$20,000 - $49,000
$50,000 - $99,000
$100,000 - $149,000
less than $5,000
more than $150,000
chose not to answer

Born-again Protestant
Evangelical Protestant
Roman Catholic
Christian
Orthodox Christian
Other
None
Atheist
Note. N is used to indicate sample size. N = 60

Percent
31.7
58.3
10
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Institutional Review Board (IRB) Approval
The IRB of the University of San Francisco approved this study (see Appendix A for the
approval documents).
Participant Recruitment
I was originally going to recruit participants for this study from local community mental
health clinics or hospitals that provide prenatal care to Latina women. However, many of these
potential sites were required to close due to COVID-19 and government-regulated shelter-inplace protocols. Therefore, I recruited participants utilizing an online survey software tool
offered by Qualtrics.
Qualtrics is a web-based online software tool used to create surveys, recruit participants,
collect and analyze data, and generate reports (Qualtrics, 2019). Participants for this study were
selected from targeted email lists, permission-based networks, and social media based on the
eligibility criteria listed above. The cost of Qualtrics’s services was $23.75 per quality response
and personally subsidized. I sent emails to regions within the United States that provided a
higher probability of reaching participants who fit the eligibility criteria. A breakdown of the
email distribution by geographical region is as follows: 37% to the South, 21% to the Midwest,
18% to the Northeast, and 23% to the West. Selected individuals received an email inviting them
to participate in an online survey accessible from their desk, laptop computer, or smart phone.
When an email recipient elected to take part in the survey, they clicked on a link provided in the
email which opened a web-based survey offering an English or Spanish language option. Once
an individual chose their preferred language and electronically signed the statement of
confidentiality, a participant could complete the survey by following the prompts and answering
the questions through to completion.

41

PRA IN LATINA WOMEN

42

“Online data collection is increasingly common in psychology” and often utilizes
“modern survey software, such as Qualtrics,” to “implement studies” and “administer a range of
procedures from randomized questionnaires” (Carpenter et al., 2019, p. 2195). Social-science
researchers have a number of sources for low-cost nonprobability samples such as Amazon’s
Mechanical Turk (MTurk), Survey Sampling International (SSI), and Qualtrics. The most
commonly used sampling source is Amazon’s (MTurk) due to its low cost and the ease of
recruiting participants (e.g., Behrend et al., 2011; Berinsky et al., 2012; Buhrmester et al., 2011;
Coppock, 2018; Gamblin et al., 2017; Mullinix et al., 2015; Paolacci et al., 2010).
Qualtrics and SSI offer low-cost nonprobability samples that use a variety of opt-in
methods to populate panels (Qualtrics, 2019). These samples differ from MTurk because they are
panel-based. Panels are a collection of information (names, addresses, email addresses, dates of
birth) about individuals gathered over time. Researchers using Qualtrics Panels can request quota
sampling to ensure that the sample represents the demographic characteristics of a population
(Qualtrics, 2019). The findings showed that using Qualtrics may be more suitable to
nonexperimental social-science research compared to MTurk and SSI (Zach et al., 2019);
therefore, I elected to use Qualtrics as the online data-collection platform for this study.
For the current study, I conducted a power analysis for a linear regression was conducted
in G-POWER to determine a sufficient sample size using an alpha of 0.05, a power of 0.80, and a
2

large effect size (f = 0.35) (Faul et al., 2013). Although f squared is an uncommon analysis used
to measure effect size, “it allows for an evaluation of local effect size, i.e., one variable’s effect
size within the context of a multivariate regression model” (Selya et al., 2012, p. 1). Based on the
assumptions, the desired sample size was 36 and this study yielded 53 complete surveys. I
encouraged participants were encouraged to participate until I had collected data for the intended
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number of participants. I sent the email communication on December 14th and the study ended
December 18th, 2020. Participation was voluntary and they were informed of their option to
withdraw at any time.
Measures
I selected instruments with the biopsychosocial theoretical frame in mind, were offered
them in English and Spanish languages, and administered them at one time point during
pregnancy. I selected instruments based on strength of psychometric properties, used with similar
populations, availability in English and Spanish language as developed by the authors, and where
comparable information was accessible.
Eligibility Questionnaire
I included an eligibility questionnaire was included to determine if participants qualified
to complete the questionnaire (see Appendix B).
Demographic Questionnaire
A demographic questionnaire obtained information regarding number of pregnancies,
stage of pregnancy, race/ethnicity, country of origin, level of education completed, relationship
status, religious preference, and household income (see Appendix C.)
Coronavirus pandemic 2019 (COVID-19)
I included a singular open-ended qualitative question was included to gather information
about a Latina pregnant woman’s perinatal experience during COVID-19.
Pregnancy-Related Anxiety Questionnaire-Revised (PRAQ-R)
The Pregnancy-Related Anxiety Questionnaire–Revised (PRAQ-R), a 10-item shortened
version of the PRAQ, has been psychometrically tested (Huizink et al., 2004) and seems to be a
robust predictor of birth-related and childhood outcomes, independent of general anxiety
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measures (e.g. Huizink et al., 2002, 2003; Reck et al., 2004). Previous studies have shown that
pregnancy anxiety assessed with the PRAQ-R reflects a construct that differs from general
anxiety (Huizink et al., 2004; Huizink et al., 2014), although the two do influence each other
over time during pregnancy (Huizink et al., 2014).
This questionnaire consists of 10 items that fit to a 3-factor model: fear of giving birth,
fear of bearing a physically or mentally handicapped child, and concern about one’s own
appearance. Participants answered each item using a 5-point scale, ranging from “never” to “very
often.” The anxiety score can be obtained by summing questions 2-11 produces the anxiety
score, providing a total sum score between 10–50. A low score (<20) indicates low levels of
anxiety (i.e., hardly ever relevant, absolutely not relevant,), and a high score (>40) indicates high
levels of anxiety (i.e., reasonably relevant, very relevant; Huizink et al., 2016). The Cronbach’s
alpha for total score was 0.79 in this study.
Acculturation Rating Scale for Mexican Americans-II (ARSMA-II)
Cuéllar et al. (1995) developed a 30-item scale that assesses language preference,
association with, and identity with the Mexican American and Anglo cultures. The ARSMA-II
consists of the Mexican Orientation Subscale (MOS; 17 items) and the Anglo Orientation
Subscale (AOS; 13 items). Participants responded to items using a 5-point Likert-type scale
ranging from 1 (not at all) to 5 (extremely often or almost always). Subscale items were averaged
to obtain a mean subscale score for each participant.
I calculated an overall acculturation score by subtracting mean scores of the MOS from
mean scores of the AOS, which represented an individual’s score along a continuum from very
Mexican oriented to very Anglo oriented (Cuéllar et al., 1995). I used the acculturation score to
obtain an acculturation level by employing the ARSMA cut off scores (Level 1: Very Mexican
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oriented, < -1.33; Level 2: Mexican oriented to approximately balanced bicultural, ≥ -1.33 and ≤
-.07; Level 3: Slightly Anglo oriented bicultural, > -.07 and < 1.19; Level 4: Strongly Anglo, ≥
1.19 and < 2.45; Level 5: Very assimilated; Anglicized, > 2.45; (Cuéllar et al., 1995).
The ARSMA-II subscales have evidenced moderate internal consistency (alpha = .83 for
the AOS; .88 for the MOS), and stability across a 2-week period (.94 and .96, respectively;
Cuellar et al., 1995) (Flores et al., 2006) and was the instrument administered for this study.
Cuéllar et al.’s (1995) revision of the ARSMA-II considers acculturation at the macro
(social/group) and micro (individual) levels with regard for changes in an individual’s attitudes,
behaviors, beliefs, values, and the like in individuals as a result of acculturation. For this study,
Cronbach’s alpha score for the AOS subscale was 0.81 and the MOS subscale was 0.94.
Marianismo Beliefs Scale (MBS)
The MBS (Castillo et al., 2010) was designed to assess the extent to which a Latina
woman believes she should enculturate and participate in traditional gendered cultural values
encompassed within the marianismo construct. This 24-item measure consists of five subscales
or pillars: family (five items; e.g., “A Latina must be a source of strength for her family”),
virtuous and chaste (five items; e.g., “A Latina should (should have) remain(ed) a virgin until
marriage”), subordinate to others (five items; e.g., “A Latina should do anything a male in the
family asks her to do”), silencing self to maintain harmony (six items; e.g., “A Latina should feel
guilty about telling people what she needs”), and spiritual (three items; e.g., “A Latina should be
the spiritual leader of the family”; Castillo et al., 2010). The items were rated along a 4-point
scale, ranging from 1 (strongly disagree) to 4 (strongly agree; Castillo et al., 2010).
The score was calculated as the mean of items in each subscale or of the scale as a whole.
In this study, the total scale score was used with the range of scores between 24 - 96. Higher
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scores indicated more adherence to marianismo beliefs, regardless of whether the researcher used
subscale scores (e.g., Family Pillar) or total scores (Castillo et al., 2010). This study calculated
Cronbach’s alpha total score of 0.92.
The Santa Clara Strength of Religious Faith Questionnaire (SCSORF)
The SCSORF, designed by Plante & Boccaccini (1997), is an instrument that measures
strength of faith unrelated to a particular denomination or religious affiliation. The instrument
was designed to provide researchers and clinicians with a quick, easy-to-administer and score,
and useful measure of strength of religious faith for mental health research and practice (Plante
& Boccaccini, 1997). The questionnaire can be used in multiple and diverse settings with
multiple and diverse populations and is available in multiple languages with multicultural norms
(Plante, 2010).
The measure consists of 10-items (e.g., “My religious faith is extremely important to
me”, “I pray daily,” and “I enjoy being around others who share my faith”) and offers a 4-point
scale measuring strength of faith regardless of denomination (Plante et al., 1999). Adding each
item’s score produces an overall total score, which will range from 10 (low faith) to 40 (high
faith) with higher scores indicating a stronger sense of religious faith (Plante & Boccaccini,
1997). In a preliminary investigation, Plante & Boccaccini (1997) found the SCSORF to have
high internal reliability (Cronbach Alpha = .95) and split half reliability (r = .92). The
Cronbach’s alpha score for this study was 0.93.
Mothers on Respect index (MOR)
The MOR was developed to assess the nature of patient-provider interactions and their
impact on a person’s sense of respect during maternity care (Vedam et al., 2017). The MOR
index is a 14-item patient-informed quality and safety indicator which assesses aspects of
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patient-provider communication. The MOR consists of three sections: Section A (level of
comfort), Section B (quality of care), and Section C (level of comfort in asking questions) that
can be applied across jurisdictions to assess the nature of provider-patient relationships, and
access to person-centered care (Vedam et al., 2017).
The MOR index was developed through a participatory research process and has been
administered to women in Canada and the United States. The index is a reliable and valid
measure of respectful maternity care. Researchers must calculate a total for Sections A, B, and C
to score the MOR sections. The range of scores is 14-84, with higher score indicating more
respectful care (14-31 = very low respect, 32-49 = low respect, 50-66 = moderate respect, and
67-84 = high respect; Vedam et al., 2017). The MOR Cronbach’s alpha score for the current
study was 0.81.
Data Analysis Plan
Data Cleaning
I performed a series of preliminary steps prior to conducting analyses to test the research
questions. First, I cleaned the data to ensure they were correctly transferred from the electronic
survey into SPSS software Version 26. A total of 60 participants responded to the survey and
completed the demographic items. However, seven individuals did not complete the portion of
the survey that contained the measures. Therefore, all the data analysis examined 53 participants.
Next, I had to perform any recoding and variable labeling; however, in this case no recoding or

variable labeling was necessary. Once I completed this step, I assessed assumptions of normality,
homoscedasticity, absence of multicollinearity, and lack of outliers.
Normality assumes the regression model variables follow a normal distribution (bellshaped curve) and are examined with a Q-Q scatterplot of the residuals (Field, 2017; Bates et al.,
2014; DeCarlo, 1997). The assumption of homoscedasticity requires that there is no underlying
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relationship between the residuals and fitted values. The assumption was examined with a
scatterplot of the residuals and the fitted values (Bates et al., 2014; Field, 2017; Osborne &
Walters, 2002). The absence of multicollinearity implied the predictor variables are not too
highly correlated with one another and were assessed using variance inflation factors (VIF); thus,
the multicollinearity assumption was met (Pallant, 2016). VIF values over 10 suggested the
presence of multicollinearity (Pallant, 2016). No values were found to be more than 10 in this
study. I did not identify any outliers were identified based on my observations of stem and box
plots using the parameters of a standardized residual that exceeds the .999 quantile of a tdistribution, with the degrees of freedom being n-1, and where n is the sample size (Field, 2017;
Pituch & Stevens, 2015). No extreme outliers were found and therefore the assumption was met.
I calculated Cronbach’s alphas prior to conducting any analysis to confirm internal
consistencies of the following constructs: acculturation, religiosity, marianismo, parity and
relationship with primary healthcare provider. I considered a Cronbach’s alpha of .6 or greater as
the minimal level of acceptability. My analysis revealed all constructs were above .6, and
therefore, had internal consistency.
Data Analysis
To answer Research Question 1, I conducted a hierarchical regression model to determine
whether a set of variables (acculturation, religiosity, marianismo) explained more variance in
PRA than acculturation on its own. I performed a hierarchical linear regression by conducting
several linear regression models in steps, where I added new variables in each step. Each model
is compared to the model in the previous step to determine if the added variables explain
significantly more variance in the dependent variable. (Bates et al., 2014).
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For this study, I conducted a 2-step hierarchical regression model with PRA as the
dependent variable. I entered religiosity and marianismo in Step 1 (Model 1) of the regression to
control for acculturation. I entered acculturation in Step 2 (Model 2) to examine the amount of
variability in PRA that religiosity, marianismo, and acculturation account for when examining
these independent variables together. Examining the model summary also shows the goodness of
fit for the data to be analyzed using hierarchical regression. In addition to the model summary
table, I examined the standard beta coefficients to determine how much variance is explained by
each individual predictor variable when the other predictors are controlled for. Lastly, I reported
a regression summary equation based on the unstandardized beta coefficient.
To examine Research Question 2, I conducted both a Spearman rho correlation and t-test
to assess if a relationship exists between parity (number of pregnancies) and PRA. The Spearman
rho was run to assess if a relationship exists between parity (number of pregnancies) and PRA.
The t-test was run in two ways. First, the t-test examined the difference of PRA amongst women
pregnant for the first time compared with the woman pregnant for two or more times. Second,
the t-test examined the difference of PRA in women pregnant for the first time compared with
women pregnant for the second time.
A Spearman rank correlation is the appropriate analysis when one or both variables are
ordinal, but it can be used with scale variables. The correlation is a bivariate measure of
association (or strength) of the relationship between two variables, and the magnitude of that
relationship. The Spearman rank correlation assumes the variables have a monotonic relationship
with each other (Conover & Iman, 1981). A monotonic association means that the relationship
between the variables does not change direction. This assumption will be violated if the
relationship between the variables shifts from positive to negative or vice versa. Cohen's
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standard was used to evaluate the correlation coefficient, where 0.10 to .29 represents a weak
association between the two variables, 0.30 to 0.49 represents a moderate association, and 0.50
or larger represents a strong association (Cohen, 1988).
To examine Research Question 3, I conducted a Pearson product-moment r correlation to
assess the relationship a woman has with her healthcare provider and/or birth attendant and PRA.
Similar to the process noted above, a Pearson correlation analysis assumes that the variables
have a linear relationship with each other (Conover & Iman, 1981). Given that the variables are
continuous (interval/ratio data), the assumption of linearity is met, and the hypotheses seek to
assess the relationships, or how the distribution of the z scores vary, a Pearson r correlation is the
appropriate bivariate statistic.
I employed principles from a phenomenological thematic approach to analyze responses
to the supplemental qualitative research question: What were your experiences and feelings
about prenatal care during the COVID-19 pandemic? A phenomenological thematic approach
emphasizes openness, questioning pre-understanding, and adopting a reflective attitude (Sundler
et al., 2018), and is more commonly utilized in a qualitative research study. Applying openness
encourages the researcher to adopt an open stance with sensitivity to the meaning of the lived
experiences while having curiosity and maintaining an open mind when searching for meaning.
(Sundler et al., 2019).
Due to this study asking only a singular qualitative question, I primarily applied the
principle of openness to guide my efforts examining the information collected from this question.
The principles of openness guided my efforts to organize information into categories based on
similarities found in the text submitted by participants in this study. Once again, the aim of this
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question was to learn, even a little, about a Latina woman’s perinatal experience during a global
pandemic.
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Chapter 4
Results
Univariate Analysis
Table 2 details the means, standard deviations, skewness, and kurtosis for all continuous
variables assessed in this study. It is noteworthy that a portion of the participants in this study
showed elevated levels of PRA and a leaning toward an Anglo orientation as measured by the
ARSMA-II. The Anglo orientation is indicated by higher scores in the “Slightly Anglo Oriented
Bicultural” category, which shows a preference for Anglo influenced language, ideas, attitudes,
customs, and behaviors. Hence, for a portion of participants in this study, a stronger alignment
with an Anglo orientation is associated with higher the levels of PRA.
Table 2
Descriptive Statistics for Measures
Measure

M

SD

Skewness

Kurtosis

Statistic

SE

Statistic

SE

PRAQ-R2

35.11

1.083

0.682

0.327

0.415

0.644

ARSMA-II

0.7154

0.13334

0.442

0.327

0.077

0.644

MBS

60.77

2.018

-0.165

0.327

0.002

0.644

SCSORF

27.79

0.973

-0.696

0.327

0.521

0.644

No. of Pregnancies

1.96

0.175

1.36

0.327

1.263

0.644

MOR

51.11

1.572

0.903

0.327

0.362

0.644

Note. N = 53. M and SD are used to represent mean and standard deviation, respectively. PRAQR2 = The Pregnancy Related Anxiety Questionnaire – Revised.

53

PRA IN LATINA WOMEN
Bivariate Analysis
I surveyed 53 participants in this study about their level of PRA associated with
acculturation, religiosity, marianismo, and their relationship with their healthcare provider.

Results of the Pearson correlational analysis indicate that a significant positive relationship exists
between PRA and acculturation (r = .377, p = .005), suggesting that the higher the acculturation
score (i.e., more Anglo-oriented), the higher the PRA. Details are shown in Table 3.
Table 3
Correlations
Variable
1. Relationship with
Health Care
Provider

Pearson
Correlation

1

2

3

4

5

1

0.054

0.065

0.028

0.142

0.701

0.62

0.831

0.28

1

-0.096

-0.143

.377**

0.495

0.309

0.005

1

0.211

0.001

0.106

0.996

1

-0.086

Sig. (2-tailed)
2. Acculturation

Pearson
Correlation
Sig. (2-tailed)

3. Marianismo

Pearson
Correlation
Sig. (2-tailed)

4. Religiosity

Pearson
Correlation
Sig. (2-tailed)

5. PRA

Pearson
Correlation
Sig. (2-tailed)

Note. N = 53. **indicates p < .05. **indicates p < .01.

0.514
1
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Research Question 1: Of acculturation, religiosity, and marianismo, which factor predicts
the greatest variance in PRA in Latina women aged 18 and up?
To answer Research Question 1, I performed a hierarchical regression to assess the
association between the independent variables (acculturation, religiosity, marianismo) with the
amount of variance of PRA, the dependent variable. I tested the relevant assumptions of this
statistical analysis, prior to conducing a hierarchical regression. I deemed a sample size of 53
adequate given three independent variables to be included in the analysis (Tabachnick & Fidell,
2003). The assumption of singularity was also met as the independent variables (acculturation,
religiosity, marianismo) were not a combination of other independent variables. An examination
of correlations revealed that no independent variables highly correlated; however, I determined
the assumption of multicollinearity was met as the collinearity statistics (i.e., tolerance and VIF)
were all within acceptable limits (Coakes, 2005; Hair et al., 1998). An examination of the
Mahalanobis distance scores indicated no multivariate outliers. Residual and scatter plots
indicated the assumptions of normality, linearity, and homoscedasticity were all satisfied (Hair et
al., 1998; Pallant, 2001).
In the first step (Model 1), I examined religiosity and marianismo to assess the amount of
variability in PRA and control for acculturation. Results showed that religiosity and marianismo
account for 2% of variance in PRA: R squared change = .020, F change (2, 50) = .512, p < .001.
In the second step (Model 2), I entered acculturation along with religiosity and marianismo to
assess the amount of variability in PRA as explained by acculturation. Results showed that the
amount of variance accounted for by acculturation was statistically significant: R squared change
= .154, F change (1,49) = 7.756, p < .001. Hence, acculturation accounts for 15.4% of variance
in PRA. Table 4 provides further details.
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Table 4
Model Summary

R

R
Square

Adjusted R
Square

Std. Error of
the Estimate

R Square
Change

F Change

df1

df2

.142a

.020

-.019

7.963

0.020

.512

2

50

2
.392b
0.154
0.102
7.474
0.134
7.756
Note. (a) Predictors: (Constant), Religiosity, marianismo; (b) Predictors: (Constant),
Acculturation; (c) Dependent variable: Pregnancy related anxiety.

1
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Model
1

Research Question 2: What is the relationship between the number of pregnancies and
PRA?
I conducted a Spearman rho and t-test to examine Research Question 2. A Spearman rho
correlation is the appropriate analysis when one or both variables are ordinal, but it can be used
with scale variables. The Spearman rho findings did not show a significant relationship between
parity and PRA. Table 5 shows results of Spearman’s rho correlation.
Table 5
Parity and PRA: Spearman’s rho Correlation
Total PRAQ-R

No. of Pregnancies

Total PRAQ-R

Correlation Coefficient
1
-0.161
Sig. (2-tailed)
0.220
N
53
53
No. of Pregnancies
Coefficient
-0.161
1
Sig. (2-tailed)
0.220
N
53
53
Note. N = 53; PRAQ-R = The Pregnancy Related Anxiety Questionnaire-Revised
I calculated the t-test to determine if there was a significant difference between
participants who were pregnant for the first time and those who were pregnant for the second
and/or more times regarding PRA. First, I examined PRA scores for all participants (n = 53).
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Results were not statistically significant (p = .082). Next, I categorized participants with women
pregnant for the first time (n = 31) as Level 1 and women pregnant for the second time (n = 14)
as Level 2. Examination of group means found the mean for PRA scores was higher for women
pregnant for the first time (M = 37.29, SD = 8.537) compared to women pregnant for the second
time (M = 31.71, SD = 5.150; see Table 6). Based on this result, I performed an independent
samples t test. An examination of Levene’s test revealed that the data did not violate
homogeneity and that equal variances were assumed. Results revealed a trend toward
significance between the two group means (t(53) = 2.25, p = .029; see Table 7). To evaluate the
effect size, I ran a Cohen’s d. which indicated a medium effect size (Cohen, 1988).
Table 6
Group Statistics
IV

Level

n

M

SD

SEM

1

31

37.29

8.537

1.533

2

14

31.71

5.15

1.377

1st time pregnancy
2nd time pregnancy

Table 7
Independent Samples Test
Item

Levene’s Test

Sig.

t

df

PRAQ-R

Equal
Variances
Assumed

. 079

2.257

43

Sig. (two-tailed)

.029*

Equal
2.706
39.1
.010
variances not
53
assumed
Note. *p < .05; PRAQ-R = The Pregnancy Related Anxiety Questionnaire-Revised.

PRA IN LATINA WOMEN

57

Research Question 3: What is the relationship between the interaction Latina women have
with their primary care provider and/or midwife (partera) and PRA?
To address Research Question 3, I ran a Pearson product-moment r correlation to
examine the relationship between a pregnant woman and her primary healthcare provider and/or
midwife (partera). The findings show that the relationship was not significant (p = 0.28).
Supplemental Qualitative Research Question: What are the experiences and feelings that
Latina women have about their pregnancy during the COVID-19 pandemic?
I analyzed data through an iterative process employing methodological principles of
openness, questioning pre-understanding, and adopting a reflective attitude (Sundler et al., 2018)
to understand and analyze results from the singular, open-ended supplemental qualitative
research question. The question presented did not offer choices from which participants could
select a response. Instead, each participant could enter a response into an open text box. I read
responses several times to become familiar with the data during the first stage of data analysis.
At the same time, an open-minded exploration considers the meaning of each participants
comments while searching for unique or novel experiences for the purpose of identifying themes.
Participants statements included a range of thoughts and feelings varying from favorable to
distressing as noted below.
Responses that which included distressing thoughts and feelings are as follows:
“Very difficult”
“Scared out of my whit every time I have to go in”
“Scared to go to the doctor”
“I’m very scared having to go to all appointment alone.”
“I was worried that me and the baby would end up getting sick”
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“I was worried something might happen to my child”
“It was bad because people were going in for the COVID so it’s bad”
“I’m stressed and I feel lonely”
Responses that which included favorable thoughts and feelings are as follows:
“Good”
“Everything was just fine”
“My experiences have been fine”
“It was easier”
The second stage involved searching for meanings, comparing differences and
similarities between meanings, and organizing meanings into patterns while the third stage
sought to identify themes (Sundler et al., 2018). Throughout this process, I acknowledged and set
aside personal and professional biases as much as possible in order to discover something new
that the data revealed. The results of this process identified the following themes amongst
participants in this study: a) fear associated with the individual’s and baby’s health, b) fear of
exposure and contracting COVID-19 during doctor’s visit, c) worry about adequate care for
baby, d) anxiety associated with perinatal pain, e) fear and loneliness about attending doctor’s
visit alone, and f) feeling good (see Figure 3).
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Figure 3
Latina Participants Perinatal Experience During COVID-19
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Chapter 5
Discussion
The purpose of this study was to examine the association between independent variables
acculturation, marianismo, and religiosity with the dependent variable, PRA, in Latina women
ages 18 and up. Specifically, I examined these independent variables to assess the proportion of
variance accounted for by these variables all together and controlling for acculturation.
Additionally, parity and a Latina pregnant woman’s relationship with her health care provider
were examined. Lastly, participants were asked to describe their feelings about their prenatal
experience in the context of COVID-19.
The final sample consisted of 53 participants who identified as Latina, Hispanic, or
Chicana, were 18 years of age or older, currently pregnant, and without a current or historical
diagnosis of severe mental illness. I used a hierarchical regression to analyze the data for
Research Question 1 to determine which of the three factors, (acculturation, religiosity, or
marianismo) accounted for the greater amount of variance in PRA. I used both a Spearman rho
and t-test for Research Question 2 to assess the relationship between parity and PRA. I used a
Pearson r for Research Question 3 to assess the relationship between a Latina pregnant woman
and her health care provider with PRA. Findings in this study, showed 38 participants (72%),
with moderate levels PRA and 14 participants (23.3%) with high levels of PRA. Only one
participant rated their PRA as “absolutely not relevant.” The mean PRA score for participants
was 35.11 (SD = 7.88).
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Factors Contributing to Variance in PRA
Results of the hierarchical regression analysis found that acculturation predicted 15.4% of
variance in PRA. Neither one of the other two independent variables, religiosity or marianismo,
were found to independently explain variance in PRA.
Religiosity and marianismo have previously been found to associate with a woman’s
psychological well-being during pregnancy (Albuja et al., 2017; Cowchock et al., 2011; GresSmith et al., 2013; Magana & Clark, 1995; Mann et al., 2008). Particularly, this study found that,
on average, women felt they received a moderate level of respect from their healthcare provider.
A moderate level suggests there is room for improvement in the quality of care provided to
Latina pregnant women. Hence, this may be an area for future research with Latina women for
the purpose of providing culturally attuned prenatal care and providing effective interventions.
Further, results of this study showed that most Latina pregnant women experienced distressing
thoughts and feelings in connection with COVID-19. A more detailed discussion regarding the
findings of the hierarchical regression, Pearson r, and Spearman rho correlational analysis are
provided below. Likewise, a broader account of the qualitative information regarding a Latina
woman’s perinatal experience during COVID-19 is put forth.
Acculturation
Findings from this study show that acculturation was positively correlated with PRA. The
direction of the relationship revealed that participants with higher levels of acculturation
associated with an Anglo orientation displayed higher levels of PRA. This result is interesting
considering this finding attests to the variability in results of earlier studies evaluating the
relationship between acculturation and a woman’s mental health during pregnancy (Barcelona de
Mendoza et al., 2016; Engle et al., 1990; Preciado & D’Anna-Hernandez, 2017).
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On the one hand Preciado and D’Anna-Hernandez’s (2017) study of 172 Mexican
American participants and Barcelona de Mendoza et al.’s (2016) study of 798 Puerto Rican
participants discovered that acculturation was found to be a unique predictor of PRA symptoms.
The current study is similar to Precidao and D’Anna-Hernandez’s (2017) study in that both
studies utilized the ARSMA-II and maintain that Latina pregnant women may feel pressured to
assimilate to mainstream culture and modify their cultural beliefs about motherhood with
consequences of PRA (Preciado & D’Anna-Hernandez, 2017).
On the contrary, Engle et al.’s (1990) study of 186 Mexican American participants found
that acculturation was not directly associated with PRA. Differences in results may be explained
by sample size, a participant’s country of origin, and/or generational status. In addition,
discrepancies in results may be explained by the differing instrumentations. Preciado and
D’Anna-Hernandez’s (2017) study employed the ARMSA-II, which assesses a participant’s
affiliation with an Anglo orientation compared to a Mexican Orientation. Barcelona de Mendoza
et al.’s (2016) study utilized the Psychological Acculturation Scale, which measures
psychological attachment to both mainstream Anglo and Latino cultures considering one’s sense
of comfort, pride, beliefs and values, and customs.
Whereby Engle et al. (2017) utilized the Szapocznik Bicultural Scale. This instrument
assesses one’s preference for speaking either English or Spanish language in different settings
and one’s enjoyment of Latin American and American cultural features such as music, television
programs, foods, and celebrations (Engle et al. 1990). Many of the participants in this study
identified as second generation (n = 24, 40%) followed by third generation (n = 13, 21.7%) and
then fifth generation (n = 10, 16.7%). Although this is an unremarkable finding, it may be
valuable information regarding assessment and treatment of PRA. Future research on the
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association between acculturation and PRA may consider these variables in the interest of
discovering culturally sensitive and relevant interventions utilized at various stages throughout a
woman’s pregnancy.
Religiosity
In this study, 35% (n = 21) of the participants identified as Christian and 30% (n = 18)
identified as Roman Catholic. The present study did not produce significant findings regarding
the relationship between religiosity and PRA. This result is incongruent with findings from
previous studies (Cowchock et al., 2011; Magna & Clark, 1995; Mann et al., 2008) which
indicated a stronger association between stress or difficulty and dependence on religious or
spiritual practices to help cope with distressing emotions (Cowchock et al., 2011). One
explanation for this finding is that women with religiosity are closely integrated with the women
in their extended families and community who share their values (Magña & Clark, 1995). It
seems wise to consider that a woman’s affiliation and practice of religiosity is deeply personal
thus it is prudent to refrain from applying an all-encompassing definition of religiosity allowing
the unique ways religion or spirituality are practiced. This sense of community connects a
younger generation of pregnant women with mature women who have experienced childbirth
and provide support that enhances pregnancy and childbirth (Magña & Clark, 1995).
Marianismo
I asked participants were asked about their beliefs in comparison with what they learn or
actually practice. Some beliefs include, “mother must keep the family unified,” “should be pure,”
“should not speak out against men,” and “should be forgiving in all aspects.” The present study
did not produce significant findings regarding marianismo and its association with PRA. One
way to understand these results is that the participants in this study align with the cultural values
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as presented by the MBS. Hence, participants’ responses reflected their inherent beliefs and
values such as “A Latina must be a source of strength for her family,” “A Latina should wait
until after marriage to have children,” or “A Latina should respect men’s opinions even when she
does not agree.” With this, a Latina pregnant woman’s expectation about pregnancy in
association with marianismo is not an impactful factor to PRA. Again, this is speculative and
exploring the relationship between culturally rooted beliefs and values with PRA may considered
in future research.
Parity
I asked participants about parity to examine the relationship between number of
pregnancies and PRA. Of note, women pregnant for the first (n = 31, 51.7%) or more (n = 22,
42%) times, did not show significant levels of PRA; however, when women pregnant for the first
time (n = 31, 51.7%) were compared with women pregnant for the second time (n = 14, 23.3%)
results were statistically significant.
One way to consider this surprising nonsignificant finding between first time pregnancy
compared with second or more pregnancies and PRA is to consider that a number of other factors
beyond the scope of this study, contribute to PRA during a second, third, fourth, or more
pregnancy. It is feasible that factors including miscarriage, age at first pregnancy, or change in
familial system or job status contribute to anxiety, thus parity alone is not a strong enough
evaluative factor of PRA.
Another way to consider this surprising finding is that there is within group variation of
participants in this study. Although obtaining an understanding, albeit limited, of underlying
factors contributing to PRA, each Latino culture embodies unique values, beliefs, customs, and
practices which need to be considered. As a matter of opinion, for mental health professionals, it
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is of the utmost importance to learn about each one of our clients and avoid applying a
generalized approach to clinical treatment.
Relationship with Prenatal Healthcare Provider
Additionally, I asked to evaluate their relationship with their healthcare provider and/or
midwife (partera) to determine whether quality of care associated with PRA. The current study
did not produce significant findings regarding the relationship between a Latina woman and her
healthcare provider and/or midwife (partera) with PRA. This result is intriguing considering that
a large portion of participants in this study reported moderate to high levels of PRA, align with
an Anglo orientation, and reported seeing an ObGyn for their perinatal care. A better
understanding of the relationship between a healthcare provider and Latina pregnant woman may
assist a clinician in selecting culturally sensitive interventions to decrease symptoms of PRA.
While these findings may lack statistical significance concerning the relationship between health
care provider and PRA, understanding these results calls for further exploration.
Another way of understanding this outcome may be explained by the questions asked on
the MOR. The MOR is designed to capture information regarding the nature of the participants’
interactions with their primary healthcare provider and their impact on a person’s sense of
respect during maternity care by assessing level of comfort, quality of care, and level of comfort
asking questions (Vedam et al., 2017). The Pearson r data showed that on average, women in this
study felt they received a moderate level of respect from the health care provider. It is
conceivable that the construct or idea of being respected by one’s healthcare provider and/or
midwife (partera) reveals the complexity between culturally honored values and acculturation.
Castillo et al. (2010) explained that women are expected to limit their behaviors to societal
ascribed gender role norms. It is important to keep in mind the multidirectional influence of
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acculturation when assessing PRA in Latina women for the purpose of conducting a culturally
attuned assessment and providing culturally respectful interventions.
COVID-19
Although this study was designed to employ a quantitative method, the timely
opportunity to gain insight regarding an individual’s experience of pregnancy during COVID-19
urged the inclusion of a qualitative question. The subjective comments provided from
participants in this study seem to parallel observations in the literature that COVID-19 has
impacted levels of anxiety among the pregnant population (Buekens et al., 2020; Corbett et al.,
2020; Thapa et al., 2020). Conceivably, several physical complications, including risk of severe
disease, preterm deliveries, neonatal mortalities, miscarriage, and the presence of COVID-19,
may add to a pregnant individual’s psychological stress (Thapa et al., 2020).
Clinical Implications
It is important to keep in mind that the cultural factors investigated may not be
generalizable amongst the sample included in this study. There is important and meaningful
heterogeneity amongst women with origins stemming from Latin countries and effort should be
made to understand cultural beliefs, values, and practices for each woman. Though efforts were
made to select culturally applicable factors, it is feasible that the meaning, value, and/or
understanding of each factor may vary across participants in this study. Implications and
recommendations for clinical practice include the important step of establishing rapport and
trust, especially if the clinician identifies with a culture or ethnic group different from the client.
At an early stage, the clinician should conduct a thorough assessment regarding each
Latina pregnant woman’s level of PRA. This will ideally occur during the first trimester (weeks
0 – 13). Once the level of PRA is known, the next recommended step is to work with her to
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identify and provide an appropriate level of intervention for the purpose of reducing (or
preventing) symptoms of PRA. It is recommended that the clinician inquire and invite a dialogue
with the client to balance any power differential while working together to identify culturally
established practices, she feels will assist her in managing symptoms of PRA. Further, the
clinician will want to learn more about her support system, provide accessible culturally attuned
community resources including, yet not limited, to Spanish and English language prenatal
classes, mother’s support groups, as well as additional medical and mental health providers to be
utilized for psychoeducation and preventative efforts.
Limitations
There were several limitations in this study. First, I utilized a non-parametric method and
collected data at one time point. A non-parametric method makes assumptions about the
population and is considered less statistically powerful. Thus, there was a smaller probability
contained within this method that the variables investigated would show a relationship with PRA
when, in fact, they may truly be associated. Second, generational differences were not examined.
Third, the MOR, utilized to assess the association between a woman and her relationship with
her primary healthcare provider and/or midwife (partera) is designed to assess quality of care and
safety of the participant’s maternity care with regard for respectful or disrespectful care and right
to autonomy. As noted above, these constructs may be limited with regard for culturally sensitive
social norms and expectations between Latina women and their primary healthcare provider
and/or midwife (partera).
Future Research
Future research should focus on investigating the presence of PRA across diverse
populations inclusive of varying sociodemographic features to further establish PRA as a discrete
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syndrome. At the same time, inquiries into the relationship between PRA and Latina women’s
culturally honored perinatal customs should be further studied as to develop appropriate
assessments that can promote early detection of PRA symptoms.
This study’s cross-sectional design did not allow for data to be collected at multiple time
points. It is possible that symptoms of PRA are present at varying points throughout an
individual’s pregnancy and are temporary. Future research may seek to explore trait or state like
symptoms of PRA in association with parity and number of weeks pregnant.
Although I utilized a quantitative design in this study, participants’ subjective
experiences showed a relationship between COVID-19 and PRA. Future research may seek to
further explore the relationship between COVID-19 and PRA as this may identify environmental
factors influencing levels of PRA. Additionally, further observations between COVID-19 and
PRA may reveal important findings regarding the relationship between medical concerns and
PRA.
Conclusions
This study found amongst participants; acculturation was found to be the stronger factor
contributing to PRA. Further, the results showed that the more closely a participant identified
with Anglo oriented ideas, beliefs, attitudes, and behaviors the higher their levels of PRA.
Religiosity and marianismo did not show significant association with PRA. Concerning parity
and the relationship with a primary health care provider and/or midwife (partera), results did not
show statistical significance
Regarding the qualitative question, results showed that many participants expressed
concerns regarding their physical health and the health of their baby, fear of attending doctor’s
visits alone, worries about preparing for the birth of the baby, and contracting COVID-19.
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It is worth restating, that this study utilized a qualitative question for the intention of learning
about a participant’s subjective experience of being pregnant during a global pandemic. It is
possible that the retention of cultural practices may serve as a protective factor against PRA and
in future studies, should be considered as a relevant psychotherapeutic treatment. There were
several limitations in this study including the method, participant characteristics, cultural
constructs, and instrumentation. Future research may seek to further investigate PRA as a distinct
construct. Likewise, prospective studies may seek to better understand cultural influences and
time-honored perinatal practices among Latina individuals as well as across diverse populations
for the purpose of supporting healthcare professionals in providing culturally sensitive perinatal
care.
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Appendix B
Eligibility Questionnaire – English Language
How old are you?
o 18-24
o 25-34
o 35-49
o 49+
Are you currently pregnant?
o Yes
o No
How many weeks pregnant are you?
o 8-12 weeks
o 13-24 weeks
o 25-38+ weeks
Are you of Hispanic, Latino, or Spanish origin?
o Yes
o No
What is your race/ethnicity?
o White/Caucasian
o Black/African American
o American Indian/Alaska Native
o Asian
o Native Hawaiian or Other Pacific Islander
o Other race: ______________________
o Prefer not to answer
At any time, have you been diagnosed with one or more of the following mental health
disorders?
o no, none of these apply
o substance use
o schizophrenia
o personality disorder
o bipolar disorder
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Eligibility Questionnaire – Spanish Language
¿Cuántos años tiene?
o 18-24
o 25-34
o 35-48
o 49+
¿Está actualmente embarazada?
o Sí
o No
¿Cuántas semanas de embarazo tiene?
o 8-12 semanas
o 13-24 semanas
o 25-38+ semanas
¿Es usted de origen hispano, latino o español?
o Sí
o No
¿A qué raza/etnia pertenece?
o
o
o
o
o
o
o

Blanco/Caucásico
Persona de color/Afroamericano
Indio-americano/Nativo de Alaska
Asiático
Nativo de Hawái u otra isla del Pacífico
Otra raza: ______________________
Prefiero no contestar

En algún momento, ¿le han diagnosticado uno o más de los siguientes trastornos de salud
mental?
o no, ninguno de estos aplica
o al uso de sustancias
o esquizofrenia
o un trastorno de personalidad
o trastorno bipolar
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Appendix C
Demographic Questionnaire – English Language
This is my _________ pregnancy.
o 2
o 3
o 4
o 5
o 6 or more
Who do you seek for your pregnancy and birth care?
o Midwife
o Certified nurse midwife (CNM)
o Certified professional midwife (CPM)
o Certified midwife (CM)
o Obstetrician
o Family physician (FP)
o Other health care provider _________________
What is your relationship status?
o Single, never married
o Married or domestic partnership
o Widowed
o Divorced
o Separated
What is your present religion, if any?
o Born-again Protestant
o Evangelical Protestant
o Roman Catholic
o Christian
o Orthodox Christian
o Other religion. Please specify_______________
o None, I don’t have a religion
o Atheist
What is the highest level of education you have completed?
o 12th grade or less
o High School Graduate or GED
o Some college/AA degree/Technical school training
o College graduate (BA or BS)
o Professional Degree
o Graduate school degree: Master’s or Doctorate degree (MD, PhD, JD)
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What is your household income?
o Less than $5,000
o $5,000 - $19,999
o $20,000 - $49,999
o $50,000 - $99,999
o $100,000 - $149,999
o More than $150,000
o Don’t know
o Chose not to answer
Demographic Questionnaire – Spanish Language

Este es mi _________embarazo.
o 2
o 3
o 4
o 5
o 6 o más
¿Cuál es su estado civil?
o
o
o
o
o

Soltero, nunca se ha casado
Casado o pareja de hecho
Viudo
Divorciado
Separados

¿Cuál es su religión actual, si aplica?
o
o
o
o
o
o
o
o

Protestante nacido de nuevo
Evangélico Protestante
Católico Romano
Cristiano
Cristiano Ortodoxo
Otra religión. Por favor, especifique_______________
Ninguno, no tengo una religión
Ateo

¿Cuál es el nivel de educación más alto que ha completado?
o
o
o
o

12o grado o menos
Graduado de la escuela secundaria o GED
Algún título universitario o de la AA o de la escuela técnica
Graduado universitario (BA o BS)
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o Título profesional
o Título de la escuela de posgrado: Maestría o Doctorado (MD, PhD, JD)
¿Cuál es su ingreso familiar?
o Menos de $5.000
o $5.000 - $19.999
o $20.000 - $49.999
o
o
o
o
o

$50.000 - $99.999
$100.000 - $149.999
Más de $150.000
No sé
Prefiero no contestar
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Appendix D
Coronavirus disease 2019 (COVID-19) Semi-Structured Interview Question – English and
Spanish Language
Masjoudi, Aslani, Khazaeian, & Fathnezhad-Kazemi (2020)

What were your experiences and feelings about prenatal care during the covid-19 pandemic?

¿Cuáles fueron sus experiencias y sentimientos acerca del cuidado prenatal durante la pandemia
de COVID-19?

